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Abstract
Background: The epidemiological evaluation of androgenetic alopecia (AGA) is based 
mainly on direct observation and questionnaires. The international epidemiology and 
environmental risk factors of AGA in young Caucasian men remain unknown. Aim: To 
use photographs and data from the Internet to evaluate severe AGA and generate greater 
understanding of the international epidemiology of the disorder in young Caucasian men. 
Materials and Methods: A population‑based cross‑sectional study design was used. The 
sample included 26,340 Caucasian men aged 30 to 40 years who had uploaded profiles to 
two dating websites. Their photographs were evaluated for AGA and graded as follows: 
severe AGA (Norwood type VI‑VII), non‑severe AGA, and unknown. Epidemiological data were 
collected from the sites. Logistic regression was used to analyze the effect of risk factors on 
the prevalence of severe AGA. Results: The overall success rate for identifying severe AGA 
by indirect evaluation of Internet photographs was 94%. The prevalence of severe AGA was 
15.33% overall and varied significantly by geographical region. The risk of having severe AGA 
was increased by 1.092 for every year of age between 30 and 40 years. Severe AGA was 
more prevalent in subjects with higher body mass index. Conclusions: Photographs from the 
Internet can be used to evaluate severe AGA in epidemiological studies. The prevalence of 
severe AGA in young Caucasian men increases with age and varies by geographical region. 
Body mass index is an environmental risk factor for severe AGA.
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Introduction
Androgenetic alopecia (AGA) is the most common type of 
hair loss.[1] It is characterized by progressive thinning of the 
scalp hair and a reduction in hair density and diameter.[2,3] 
Male AGA presents with a typical pattern of bitemporal and 
frontal recession of the hair line or vertex thinning which 
gradually extends anteriorly.[4‑7] The prevalence increases 
with age, from 30% for men in their 30s to 50% for men in 
their 50s.[5] Nongenetic causes have received little scientific 
attention, and data on environmental factors that may 
aggravate male AGA remain sparse.[8]
Materials and Methods
The present population‑based cross‑sectional study 
was carried out between May and September 2011. 
A stratified sampling method was used. The study 
protocol was approved by the Human Research Ethics 
Committee of Szeged University.
The study sample consisted of Caucasian men aged 30 to 
40 years who had uploaded a profile to one of two dating 
websites: Jdate, which targets Jewish subjects, and 
OkCupid, a general dating service from which we selected 
non‑Jewish subjects using the search criteria. A total of 
26,340 profiles were examined, each containing several 
photographs of the individual subject. The photographs 
were magnified and graded for the presence of alopecia 
according to the Norwood classification.[6] Each profile was 
evaluated twice in a blinded fashion by a single observer. 
Thereafter, randomly selected photographs were again 
evaluated by an independent dermatologist blinded to 
the results of the first observer. Intra‑ and interobserver 
variability were analyzed with Cramer’s reliability test 
and joint probability of agreement statistics. On the 
basis of the findings, subjects were divided into three 
groups: Severe AGA (Norwood type VI or VII), non‑severe 
AGA (Norwood type <VI), and unknown. Profiles for 
which we were unable to ascertain the AGA status were 
excluded from the analysis.
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What was known?
• Epidemiological data on androgenetic alopecia are based on direct observations and questionnaires
•  There is little information on the potential effect of nongenetic factors on the prevalence of androgenetic alopecia in young Caucasian men.
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Besides religion, data on age and place of residence were 
collected for each subject from the websites. We calculated 
the age‑specific prevalence of AGA and the prevalence 
of severe AGA for every country of residence that was 
cited by at least 50 subjects. In addition, body mass 
index (BMI) was determined for subjects for whom data 
on weight and height were available. Logistic regression 
analysis was used to identify potential risk factors of 
AGA, with AGA status as the dependent variable, age and 
BMI as independent continuous variables, and website as 
an independent categorical variable.
Several volunteers provided written informed consent to 
be photographed from distances of several meters using 
their personal cameras (“regular photographs”), followed 
by close‑up head photographs of the frontal, temporal, 
mid‑pattern, and vertex regions, similar to global 
photographs used in clinical trials and follow‑up studies 
of alopecia.[4] The regular and close‑up photographs 
were compared for their ability to serve as a tool for 
predicting severe alopecia by an observer.
Results
Of the 26,340 profiles included in the study, 15,091 
were uploaded in Jdate and 11,249 in OkCupid. On 
average, the Jdate profiles contained 3 photographs 
of each subject (SD 1.9), and the OkCupid profiles, 
4.9 photographs (SD 4.2). On the initial evaluation, 
intraobserver variability was 84% by Cramer’s reliability 
test and 96% by joint probability of agreement. Of the 
Jdate profiles, 3033 underwent repeated evaluation by 
an independent dermatologist. Interobserver variability 
was 81% by Cramer’s reliability test and 96% by joint 
probability of agreement.
A total of 1638 subjects were excluded because their 
AGA status could not be determined on the basis of the 
photographs, leaving 24,702 profiles for analysis: 14,709 
on Jdate and 9993 on OkCupid. The overall success rate 
of indirect evaluation of severe AGA using photographs 
was 94%, with a significant difference between 
websites: 97.46% for Jdate profiles and 88.83% OkCupid 
profiles (P < 0.001). The ability to clearly distinguish 
severe from nonsevere AGA using this method was 
supported by the evaluation of the “regular” photographs 
of the volunteers [Figure 1]. Severe AGA was identified 
in 3786 subjects (2,419 on Jdate and 1,367 on OkCupid), 
for an overall prevalence of 15.33%. The difference 
between websites was statistically significant: 16.45% 
for Jdate, 13.68% for OkCupid (P < 0.0001).
Table 1 shows the findings for potential risk factors. The 
risk for having severe AGA increased with age. Logistic 
regression analysis of the total 24,702 subjects yielded 
an increased risk of 1.092 for every yearly increase in age 
between 30 and 40 (P < 0.0001) [Figure 2]. In addition, 
there was a positive association between the presence of 
severe AGA and higher BMI. Logistic regression analysis of 
10,691men on Jdate for whom data on height and weight 
were available yielded an increased risk of 1.027 for each 
unit of BMI for individuals of the same age (P < 0.001). 
The risk of having severe AGA was higher by 1.426 for 
Jewish men on Jdate than for non‑Jewish men of the 
same age on OkCupid (P < 0.0001).
Table 2 shows the findings for the geographical analysis. 
The prevalence of severe AGA varied significantly among 
countries (P < 0.001). Comparison of the two countries 
listed most often by the study sample yielded a 19.89% 
prevalence of severe AGA in the 5886 Jewish men from 
Israel and 13.75% for the 8066 Jewish men from the 
USA (P < 0.001).
Discussion
The main purpose of the present study was to suggest 
a novel method for conducting epidemiological studies 
of AGA using photographs and data from the Internet. 
The secondary purpose of the study was to compare 
the prevalence of AGA among different countries and to 
investigate potential risk factors for AGA such as age, 
BMI and genetic background. Obviously, we could not 
authenticate the collected photographs and data viewed 
Figure 1: Regular vs. close‑up photographs. The top photographs are of two 
representative volunteers taken from a distance of several meters using the individual’s 
personal camera (“regular photographs”). Underneath each regular photograph are 
close‑up head photographs of the same volunteers showing their frontal, temporal, 
mid‑pattern, or vertex regions. The regular and close‑up photographs were compared 
for their ability to serve as a tool for predicting severe alopecia by an observer
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on the Internet. Therefore, our working assumption was 
that we would find similar amount of true and false data 
uploaded by Internet users among the different countries 
enabling us to compare the prevalence of AGA and the 
potential risk factors between the investigated countries.
The strengths of this method are its ease, rapidity, and 
low cost, and the access it provides to large populations 
with an international distribution. The limitations of 
this method are low accuracy for individual diagnoses 
of AGA compared to the traditional method of 
face‑to‑face examination, the inert inability to verify 
the authenticity of the gathered data and the limited 
background data available for the subjects. For instance, 
the prevalence may be underestimated because people 
are more likely to upload their photograph with more 
hair. Furthermore, we focused only on single men as a 
subgroup of the general male population of the studied 
age. For these reasons the overall studied prevalence 
may differ from that of the general population. Yet, we 
were able to compare the prevalence of the particular 
studied population between different countries. It was 
also impossible to exclude other potential types of hair 
loss that mimic AGA, such as acute and chronic telogen 
effluvium, diffuse or reverse ophiasis, alopecia areata, 
and early cicatricial alopecia.
We selected a narrow study population of 24,702 
Caucasian men aged 30‑40 years who had uploaded profiles 
Table 2: Prevalence of androgenetic alopecia by countries of origin
Countries Jdate OkCupid Total
(%, 95% CI) AGA, n Total no. (%, 95% CI) AGA, n Total no. (%, 95% CI) AGA, n Total no.
USA (13.75, 13.0‑14.5) 1109 8066 (13.43, 12.6‑14.2) 936 6969 (13.0, 13.06‑14.1) 2045 15035
Israel (19.89, 18.8‑20.9) 1171 5886 (19.89, 18.8‑20.9) 1171 5886
United Kingdom (17.44, 12.7‑23.3) 34 195 (19.17, 16.6‑22) 158 824 (18.84, 16.5‑21.3) 192 1019
Germany (10.65, 7.6‑14.7) 31 291 (11.4, 8.3‑15.4) 35 307
Canada (19.23, 14.9‑24.4) 50 260 (12.5, 6.9‑21.5) 10 80 (17.65, 13.9‑22.0) 60 340
Italy (21.86, 17.4‑27.0) 61 279 (21.88, 17.4‑27.0) 63 288
France (15.52, 10.0‑23.2) 18 116 (12.38, 7.3‑20.0) 13 105 (14.03, 10.0‑19.2) 31 221
Australia (17.17, 11.0‑25.7) 17 99 (5.88, 2.5‑13.0) 5 85 (11.96, 8.0‑17.4) 22 184
Spain (13.48, 8.8‑20.0) 19 141 (13.99, 9.2‑20.6) 20 143
Netherlands (14.39, 9.4‑21.3) 19 132 (14.48, 9.6‑21.1) 21 145
Finland (12.73, 7.7‑20.2) 14 110 (12.73, 7.7‑20.2) 14 110
Turkey (7.69, 3.5‑15.7) 6 78 (7.59, 3.5‑15.5) 6 79
Romania (6.02, 2.6‑13.3) 5 83 (6.02, 2.6‑13.3) 5 83
Sweden (16.67, 10.2‑26.0) 14 84 (18.39, 11.6‑27.8) 16 87
Brazil (0, 0.0‑5.6) 0 64 (3.9, 1.3‑10.8) 3 77
Portugal (6.45, 2.5‑15.4) 4 62 (6.45, 2.5‑15.4) 4 62
Greece (9.26, 4.0‑19.9) 5 54 (9.26, 4.0‑19.9) 5 54
Belgium (10.64, 4.6‑22.6) 5 47 (11.54, 5.4‑22.9) 6 52
Switzerland (18.18, 9.5‑31.9) 8 44 (20, 11.2‑33.0) 10 50
AGA: Androgenetic alopecia, *Raw data used for statistical analysis is included as Supplementary files for review, CI: Confidence interval
Table 1: Logistic regression analysis with estimates 
of odds ratios and 95% confidence intervals and P 
values of potential risk factors of severe androgenetic 
alopecia
Variable OR 95% CI P 
Age* 1.087 1.08‑1.10 <0.0001
BMI* 1.027 1.04‑1.01 <0.001
Website/Religion 
OkCupid/Non‑Jewish 1 ‑
Jdate/Jewish 1.426 1.32‑1.53 <0.0001
OR: Odds ratio, CI: Confidence interval, BMI: Body mass index, 
*Continuous variables
Figure 2: Logistic regression analysis of the relationship of AGA with age. There was 
an increased risk of 1.092 for every yearly increase in age between 30 and 40 years 
(P < 0.0001). The results from the two websites are compared
18Indian Journal of Dermatology 2015; 60(4)
Avital, et al.: Epidemiological study of AGA using Internet photographs 
to one of two major dating websites. We defined severe 
AGA as type VI or VII in the Norwood classification, and 
non‑severe AGA as any level below VI. Similarly, previous 
epidemiological studies classified AGA into two[9‑11] or 
three[8,12] levels. By examining the photographs, we 
identified severe AGA in 15.33% of the subjects. To 
determine the extent to which our findings might be 
affected by bias or confounding as a consequence of the 
indirect method of evaluation, we searched the medical 
literature for previous studies based on direct examination 
by face‑to‑face interviews in similar age groups. Severi 
et al.[8] reported a 19% rate of severe (Hamilton‑Norwood 
types IV‑VII) frontal and vertex AGA in men aged 40 
to 55 years, and in a study from India, Krupa Shankar 
et al.[13] reported an 18.52% rate of severe (Hamilton‑Norton 
type VI) AGA in men aged 30 to 35 years. In the Dayton 
study, Rhodes et al.[14] found that 23% of men aged 
30‑39 years had severe AGA (Hamilton‑Norwood type VI 
or VII) compared to 22% in the Hamilton study[5] and 
only 3% in the Norwood study.[6] In a self‑report study 
of 7250 men aged 20‑50 years, 19.5% graded themselves 
as Hamilton‑Norwood type V or higher.[15] Several others 
noted that 30% of Caucasian men in their 30s have some 
level of AGA.[5,8,14‑16] The similar prevalence of AGA in all 
these studies, in the same age group as in the present 
study, supports the use of our novel method.
The evaluation of severe AGA using regular photographs 
was based on the rationale that frontal‑pattern AGA is the 
most common type of AGA in Caucasian males[5] and vertex 
involvement is apparently associated with temporal and 
frontal involvement in virtually all patients.[12] Therefore, 
photographs that show the face and the frontal and temporal 
regions of the scalp can be used to differentiate severe 
from nonsevere AGA [Figure 1]. Pathomvanich[17] performed 
an indirect survey of 20,000 males in Bangkok based on 
quick and distant visual studies in shopping malls and on 
the street in order to evaluate the prevalence of AGA in all 
age groups. Our study offers the extra advantages of access 
to several photographs of each subject, several times over 
and at high magnitude. Using the websites’ search criteria, 
we were also able to collect epidemiological data on age, 
religion, place of residence, and BMI, which made it possible 
to conduct more in‑depth analyses for potential risk factors.
Although previous studies noted a link between AGA and 
age,[5] our study refined this association by focusing on a 
specific population within a narrow age range. Our results 
show that in Caucasian men, the risk of AGA increased 
by 1.092 for every year between ages 30 and 40 years.
In addition, the Jewish population is known to have a 
high prevalence of several genetic diseases such as Tay 
Sachs, Gaucher’s disease, familial Mediterranean fever, 
phenylketonuria, and beta‑thalassemia. AGA has a known 
polygenetic mode of inheritance, with newly identified 
susceptibility genes on chromosomes 3q26 and 20p11.[18] 
Thus, to determine if genetic background plays a role 
in the prevalence of AGA, we compared subjects from 
Jdate, a website targeted to the Jewish population, with 
subjects from OkCupid, a website targeted to the general 
population from which we selected the non‑Jewish 
subjects. A significant difference in the rate of AGA was 
found (16.45% vs 13.68%, P < 0.0001). However, several 
differences between the websites may have affected these 
results, such as the number and quality of the photographs 
per profile and the number of profiles from which we were 
able to identify the AGA status. We presume that some 
of these differences are related to the fact that Jdate 
charges a membership fee whereas OkCupid does not. We 
attempted to overcome these differences by excluding 
the profiles from which we were unable to identify the 
AGA status. We suggest that future comparisons be done 
between websites that share more features.
The involvement of environmental and other 
nongenetic factors in AGA has received little scientific 
attention.[8] Wang et al.[12] found significant variations in 
the prevalence of AGA among six cities in China, which 
they presumptively attributed to differences in climate, 
lifestyle, and socioeconomic levels. In the present study, 
the analysis by geographical region was based on the 
assumption that men within the same age group who 
subscribe to dating websites have a similar tendency 
to acquire severe AGA. The results showed a significant 
difference in prevalence among the 19 different countries 
cited by at least 50 subjects each (P < 0.0001). When we 
compared the subjects from the two most‑cited locations, 
we found a prevalence of 19.89% among 5,886 Jewish men 
from Israel as opposed to 13.75% among 8066 Jewish men 
from the USA (P < 0.001). These findings are consistent 
with those of Wang et al.[12] and suggest a possible effect 
of local environmental risk factors on severe AGA.
BMI is another important environmental factor that may 
play a role in AGA. Metabolic syndrome (MetS) is defined 
by the National Cholesterol Education Program Adult 
Treatment Panel III[19] as the combination of three or more 
of the following criteria: Waist circumference >90 cm, serum 
triglyceride level >150 mg/dL, high‑density lipoprotein 
cholesterol level <40 mg/dL, impaired fasting glucose level 
110–125 mg/dL, and blood pressure >130/85 mmHg or 
treated hypertension. Studies of the possible association of 
MetS with AGA have yielded inconsistent results. AGA was 
found to be linked to cardiovascular diseases,[20] coronary 
heart diseases,[21] insulin resistance,[22] hypertension,[23] 
abnormal serum lipid profiles[24] and obesity.[25] Su and 
Chen[9] noted that patients with severe AGA (type V or 
above) had a 2.6‑fold higher prevalence of MetS than 
patients with moderate AGA (types III and IV), and 
Pathomvanich et al.[26] suggested that the increasing 
incidence of obesity in Bangkok may be contributing to 
the higher prevalence of male AGA compared to other 
Asian countries.[2,12,27] However, Yi et al.[28] recently 
reported that the risk of acquiring Norwood type IV AGA or 
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greater was not increased in subjects with MetS relative to 
those without MetS. We examined the BMI of 10,691men 
on Jdate who had included data on height and weight in 
their profile. There was a positive association between the 
presence of severe AGA and higher BMI, with an increased 
risk of 1.027 for every unit of BMI for men of the same 
age. If this finding is confirmed, severe AGA may serve as 
a predictive factor for the early diagnosis of MetS and aid 
physicians in the prevention of its complications.[9]
In conclusion, the present study describes a novel method 
for conducting epidemiological research of AGA using 
photographs and data from the Internet. To the best of 
our knowledge, this is the largest epidemiological study 
to investigate AGA and the first to use this method. We 
focused on young Caucasian men within a narrow age range 
of 30‑40 years. Our findings link AGA with advancement in 
age and with higher BMI, and show significant differences 
in the prevalence of AGA among countries pointing to 
some potential environmental risk factors.
What is new?
1.  Evaluation of photographs and data from the Internet can serve as a novel 
method of studying the international epidemiology of androgenetic alopecia. 
2.  High body mass index and exposure to high environmental levels of 
ultraviolet radiation may aggravate AGA. 
References
1. Olsen EA. Androgenetic aopecia. In: Olsen EA, editor. Disorders 
of hair growth. New York: McGraw‑Hill; 1994. p. 257‑83.
2. Khumalo NP, Jessop S, Gumedze F, Ehrlich R. Hairdressing 
and the prevalence of scalp disease in African adults. Br J 
Dermatol 2007;157:981‑8.
3. Birch MP, Messenger JF, Messenger AG. Hair density, hair 
diameter and the prevalence of female pattern hair loss. Br J 
Dermatol 2001;144:279‑304.
4. Blume‑Peytavi U, Blumeyer A, Tosti A, Finner A, Marmol V, 
Trakatelli M, et al. S1 guideline for diagnostic evaluation in 
androgenetic alopecia in men, women and adolescents. Br J 
Dermatol 2011;164:5‑15.
5. Hamilton JB. Patterned loss of hair in man: Types and 
incidence. Ann N Y Acad Sci 1951;53:708‑28.
6. Norwood OT. Incidence of female androgenetic alopecia (female 
pattern alopecia). Dermatol Surg 2001;27:53‑4.
7. Sinclair R. Male pattern androgenetic alopecia. BMJ 
1998;317:865‑9.
8. Severi G, Sinclair R, Hopper JL, English DR, McCredie MR, 
Boyle P, et al. Androgenetic alopecia in men aged 40‑69 years: 
Prevalence and risk factors. Br J Dermatol 2003;149:1207‑13.
9. Su LH, Chen TH. Association of androgenetic alopecia with 
metabolic syndrome in men: A community‑based survey. Br J 
Dermatol 2010;163:371‑7.
10. Chumlea WC, Rhodes T, Girman CJ, Johnson‑Levonas A, 
Lilly FR, Wu R, et al. Family history and risk of hair loss. 
Dermatology 2004;209:33‑9.
11. Guarrera M, Cardo P, Arrigo P, Rebora A. Reliability of 
hamilton‑norwood classification. Int J Trichology 2009;1:120‑2.
12. Wang TL, Zhou C, Shen YW, Wang XY, Ding XL, Tian S, 
et al. Prevalence of androgenetic alopecia in China: 
A community‑based study in six cities. Br J Dermatol 
2010;162:843‑7.
13. Krupa Shankar D, Chakravarthi M, Shilpakar R. Male 
androgenetic alopecia: Population‑based study in 1,005 
subjects. Int J Trichology 2009;1:131‑3.
14. Rhodes T, Girman CJ, Savin RC, Kaufman KD, Guo S, Lilly FR, 
et al. Prevalence of male pattern hair loss in 18‑49 year old 
men. Dermatol Surg 1998;24:1330‑2.
15. DeMuro‑Mercon C, Rhodes T, Girman CJ, Vatten L. Male‑pattern 
hair loss in Norwegian men: A community‑based study. 
Dermatology 2000;200:219‑22.
16. Gan DC, Sinclair RD. Prevalence of male and female pattern 
hair loss in Maryborough. J Investig Dermatol Symp Proc 
2005;10:184‑9.
17. Pathomvanich D. Incidence of male androgenetic alopecia 
in Bangkok, Thailand. In: Iam‑ong S, editor. Textbook of 
transplantation. Bangkok: Chalalongkorn University; 1997. 
p. 1051‑5.
18. Hillmer AM, Flaquer A, Hanneken S, Eigelshoven S, 
Kortüm AK, Brockschmidt FF, et al. Genome‑wide scan and 
fine mapping linkage study of and rogenetic alopecia reveals a 
locus on chromosome 3q26. Am J Hum Genet 2008;82:737‑43.
19. Expert Panel on Detection, Evaluation, and Treatment of High 
Blood Cholesterol in Adults. Executive Summary of the Third 
Report of the National Cholesterol Education Program (NCEP) 
Expert Panel on Detection, Evaluation and Treatment of High 
Blood Cholesterol in Adults (Adult Treatment Panel III). JAMA 
2001;285:2486‑97.
20. Cotton SG, Nixon JM, Carpenter RG, Evans DW. Factors 
discriminating men with coronary heart disease from healthy 
controls. Br Heart J 1972;34:458‑64.
21. Mansouri P, Mortazavi, M, Eslami M, Mazinani M. Androgenetic 
alopecia and coronary artery disease in women. Dermatol 
Online J 2005;11:2.
22. Matilainen V, Laakso M, Hirsso P, Koskela P, Rajala U, 
Keinänen‑Kiukaanniemi S. Hair loss, insulin resistance and 
heredity in middle aged women: A population based study. 
J Cardiovasc Risk 2003;10:227‑31.
23. Ahouansou S, Le Toumelin P, Crickx B, Descamps V. 
Association of androgenetic alopecia and hypertension. Eur J 
Dermatol 2007;17:220‑2.
24. Sadighha A, Zahed GM. Evaluation of lipid levels in 
androgenetic alopecia in comparison with control group. J Eur 
Acad Derematol Venerol 2009;23:80‑1.
25. Hirsso P, Rajala U, Hiltunen L, Jokelainen J, 
Keinänen‑Kiukaanniemi S, Näyhä S. Obesity and low grade 
inflammation among young Finnish men with early onset 
alopecia. Dermatology 2007;214:125‑9.
26. Pathomvanich D, Pongratananukul S, Thienthaworn P, 
Manoshai S. A random study of Asian male androgenetic 
alopecia in Bangkok, Thailand. Dermatol Surg 2002;28:804‑7.
27. Xu F, Sheng YY, Mu ZL, Lou W, Zhou J, Ren YT, et al. Prevalence 
and types of androgenetic alopecia in Shanghai, China: 
A community‑based study. Br J Dermatol 2009;160:629‑32.
28. Yi SM, Son SW, Lee KG, Kim SH, Lee SK, Cho ER, et al. Gender 
specific association of androgenetic alopecia with metabolic 
syndrome in a middle aged Korean population. Br J Dermatol 
2012;167:306‑13.
How to cite this article: Avital YS, Morvay M, Gaaland M, Kemny L. 
Study of the international epidemiology of androgenetic alopecia in young 
caucasian men using photographs from the internet. Indian J Dermatol 
2015;60:419.
Received: May, 2014. Accepted: August, 2014.
Source of support: Supported by TÁMOP‑4.2.2.A‑11/1/KONV‑2012‑0073 grant,  
Conflict of Interest: Nil.
Copyright of Indian Journal of Dermatology is the property of Medknow Publications &
Media Pvt. Ltd. and its content may not be copied or emailed to multiple sites or posted to a
listserv without the copyright holder's express written permission. However, users may print,
download, or email articles for individual use.
